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SUMMARY
Problem drinking is far more
common than severe alcohol
dependence and is associated
with considerable morbidity
and health care costs.
Whereas patients with alcohol
dependence respond best
to intensive treatment,
one or more brief sessions
of physician advice and
counseling reduces alcohol
consumption among problem
drinkers. The two most useful
tools to identify problem
drinkers are the CAGE and the
drinking problem question.

RESUME
La'surconsommation d'alcool
est beaucoup plus frequente
que la dependance severe
et elle s'accompagne d'une
morbidite et de couts
considerables en termes
de soins de sante. Alors que
les patients souffrant de
dependance a l'alcool
repondent favorablement
a un traitement intensif, une
ou plusieurs sessions breves
de conseils medicaux et
de counselling permettent
de reduire la consommation
d'alcool chez les buveurs
a risque. Les deux outils
les plus utiles pour identifier
les buveurs a risque sont
le questionnaire CAGE
et les questions touchant la
consommation d'alcool.
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Problem drinking is defined as con-
suming more than the recommended
safe limits and having one or more
alcohol-related physical or social
problems, but not having the features
of severe alcohol dependence: physi-
cal dependence (tolerance and with-
drawal); preoccupation with drinking;
and severe social, psychological, or
physical problems due to drinking.

Problem drinking is common;
11.3% of Canadian men are "heavy,
frequent" drinkers, and 5.7% of male
patients report an alcohol-related
problem with friendships or social
life.' Problem drinkers are estimated
to outnumber alcohol-dependent
patients by at least 4:1 .

Problem drinking vs
alcohol dependence
While standard diagnostic manuals,
such as the DSM-LIJ-R, do not
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categorize problem drinking and alco-
hol dependence separately, the dis-
tinction is of clinical importance
because the two groups often require
different treatment approaches.

While categorization of some cases
will always be equivocal, several clinical
and social characteristics help to differ-
entiate problem drinkers from patients
with severe dependence (Table 1).
Physical dependence on alcohol, as evi-
denced by tolerance and withdrawal, is
probably the most reliable clinical fea-
ture distinguishing the two.3 Patients
who report tremor and sweats in the
12- to 24-hour period after drinking,
the need to have a drink in the morn-
ing to "settle their nerves," or who
experience withdrawal seizures or hal-
lucinations in withdrawal are likely to
be severely dependent on alcohol.
A recent study ofproblem drinkers3

illustrates another distinguishing fea-
ture. On average, problem drinkers in
this study tended not to drink every
day, and on one third of their drinking
days their consumption was moderate
(four inks daily or less). They usual-
ly did n t drink heavily for more than
1 day in a row, and their average con-
sumption on heavy drinking days was
only seven drinks.
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Patients with severe alcohol dependence gener-

ally exhibit more stereotypical drinking patterns,
consuming large amounts daily or almost daily for
extended periods. This pattern can be interrupted
by periods of abstinence of varying length (binge
drinkers). While a reliable dividing line has not
been established, someone consuming 50 drinks
weekly is more likely to be severely dependent
than someone consuming 20 to 30 drinks weekly.

Subjectively, problem drinkers do not perceive
themselves as alcoholics. They think that they are

in control of their drinking and can reduce their
consumption if they choose. Problem drinkers are

usually more socially stable than alcohol-depen-
dent patients, and the social and health problems
they experience are less severe. In contrast, alco-
hol-dependent patients often feel as though they
are no longer able to stop drinking on their own.

Repeated attempts at stopping or controlling use

have failed. Their drinking often has caused seri-
ous social or health problems, such as loss ofjob
or family, or cirrhosis of the liver.
The Alcohol Dependence Scale4 and the short

alcohol dependence data (SADD) questionnaire5
can aid clinicians in distinguishing between prob-
lem drinking and severe dependence.

Effectiveness ofbriefinterventions
At least 11 randomized trials to date have exam-
ined the effectiveness of brief interventions by
physicians or nurses in reducing alcohol con-

sumption among problem drinkers. The Medical
Research Council trial6 randomized 656 male
and 273 female heavy-drinking patients to
receive either no intervention or one or more

brief sessions with their own family physicians.
After 1 year, male patients decreased their con-

sumption by 14 drinks weekly, compared with a
decrease of six drinks in the control group. Forty-
five percent of the intervention group decreased
their consumption to moderate levels, compared
with 25% in the control group. Female patients
showed similar, statistically significant declines
in consumption.
The Oxford trial of 154 male patients in eight

general practices7 used a design similar to that of
the MRC trial. Oxford researchers found an aver-

age reduction of five drinks weekly in the inter-
vention group compared with the control group.

The World Health Organization trial8 was a

6-month trial of a very brief (10-minute) inter-
vention with 1356 male and 299 female
heavy-drinking subjects in 12 different coun-

tries. Consumption among male subjects in the
intervention group declined by seven standard
drinks weekly relative to the control group.

Female subjects did not show a statistically sig-
nificant decline in alcohol consumption, but
this fact could have been due to inadequate
sample size. The generalizability of this trial to
family physician interventions is uncertain,
because most intervenors were nurses and
psychiatrists.

Decreased morbidity was observed in three tri-
als, including the longest trial to date, the
Swedish Malmo study, a 5-year randomized trial
of 473 men with elevated y-glutamyltransferase
(GGT) levels due to heavy drinking.9 Marked
reductions in hospital stays (60%) and absen-
teeism (80%) were found in the group receiving
regular physician advice compared with the
group receiving minimal advice in the form of a

letter. The study's major weakness is that baseline
and postintervention alcohol consumption were
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Table 1. Features distinguishing problem
drinking from severe alcohol dependence

CLINICAL FEATURE PROBLEM DRINKING ALCOHOL DEPENDENCE

Withdrawal No Often
symptoms

............................................................................................................

Amount consumed More than 12 More than 60
weekly

............................................................................................................

Drinks Often Rarely
moderately
(less than 4 daily)

............................................................................................................

Social None or mild Often severe
consequences

............................................................................................................

Physical None or mild Often severe
consequences

............................................................................................................

Socially stable Usually Often not
......................... ...................................................................................
Neglects major No Yes
responsibilities
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not recorded. Also, the intervention group
received more nursing and medical visits than the
control group, leaving open the possibility that
cointervention could explain the improved health
of the treatment group.
The Lund trial,'0 a 1-year trial involving

85 subjects, also documented decreased absen-
teeism, but had the same design weakness as the
Malmo trial. The Hypertension trial," an 8-week
trial of 41 heavy-drinking hypertensive males,
demonstrated marked declines in alcohol con-
sumption (20 drinks weekly) and significant
declines in both systolic and diastolic blood pres-
sure in the intervention group compared with the
control group. Given its short duration, results of
the trial must be interpreted cautiously.
Two trials had results that were difficult to

interpret. In one study,'2 156 male hospital
patients on medical wards received a single coun-
seling session from a nurse. At 1-year follow-up
visits, the intervention group showed declines in
their global problem scores, but alcohol con-
sumption did not decline significantly. Whether
this trial can be generalized to family physicians is
uncertain. Baseline alcohol consumption was not
recorded in the Troms0 trial (338 subjects),"3 but
the intervention group consumed an average of
12 fewer drinks weekly than the control group at
1-year follow up. However, declines in GGT lev-
els from baseline to postintervention were
observed in the intervention group.

Three trials had negative results. The DRAMS
trial,'4 a 6-month study of 78 male and 26 female
patients in 16 general practices in Scotland, had
negative results, which the authors attribute to
inadequate sample size and noncompliance by
the study physicians. The Oxford women's trial'5
found no significant differences between subjects
and controls, but only 72 women participated, far
below the sample size requirements as deter-
mined by the authors' own power calculations.
The 1-year Stockholm study'6 found no signifi-
cant changes in alcohol consumption or GGT,
but only 83 subjects were enrolled in the trial.

Eight of the 11 randomized trials to date,
including the three largest and most rigorously
designed and conducted trials (the MRC,6

WHO,8 and Oxford7 trials), have demonstrated
the effectiveness of brief interventions. This con-
clusion is supported by a recent meta-analysis of
some 50 randomized trials of brief interventions
done by physicians or nonmedical therapists.'7

Safe drinking recommendations. The
Royal College of Physicians and Surgeons of
Canada recently recommended a maximum safe
limit of two drinks daily,'8 a recommendation
consistent with those of other national and inter-
national organizations.'9 Some organizations
recommend lower limits for women (1 to
1 '/2 drinks daily).20 Women reach a higher blood
alcohol concentration than men after consuming
equivalent amounts of alcohol, due to smaller
body size and a lower amount of alcohol dehy-
drogenase in the gastric mucosa.2' Women also
develop alcoholic liver disease at lower levels of
consumption than men.22

Several prospective and case-control studies
have shown that moderate drinkers have a lower
total and cardiovascular mortality than abstainers
or heavy drinkers.23 The lower mortality is due
largely to a reduction in mortality from coronary
artery disease. Alcohol might also decrease mor-
tality from ischemic stroke, but the evidence
is equivocal. Alcohol is believed to exert its
cardioprotective effect by increasing apolipopro-
teins Al and A2 and by inhibiting platelet aggre-
gation.24 The level of consumption above which
alcohol no longer confers cardiovascular protec-
tion has not been established with certainty.
Moderate and heavy drinkers have an

increased risk of hemorrhagic stroke.
Hypertension is one mediator of this risk;
research has confirmed an independent associa-
tion between alcohol consumption and both sys-
tolic and diastolic blood pressure elevation.2526
No relationship has been convincingly demon-
strated between blood pressure increases and
consumption of less than three drinks daily.
The evidence for the health benefits of moder-

ate drinking is far less compelling for women and
younger men than it is for middle-aged men.
Among younger men, total mortality increases
with increasing alcohol consumption. A 15-year

VOL 42: APRIL * AVRL 1996 0 Canadian Family Physician. LIe Medecin defamille canadien 663



CME

Identifying and managing problem drinkers

prospective study of Swedish men aged 18 and
1927 discovered that men consuming 251 to
400 g/wk (18 to 30 drinks) had double the mor-
tality rate of men consuming less than 100 g. The
greatest cause of death was violence, particularly
suicide. Among women, several cohort studies
have found a relationship between moderate alco-
hol consumption (one drink or less daily) and risk
of breast cancer,2,29 although other studies have
found no relationship.3 M3' Further research is
required before this relationship can be consid-
ered causal.2

Intoxication. Acute intoxication puts patients at
risk for accidents; for violence (both as perpetra-
tor and victim); for suicide; for child abuse and
neglect33; and (more rarely) for cardiac arrhyth-
mias, aspiration, and death from alcohol poison-
ing. To avoid intoxication, the recommended
upper limit of consumption at any one sitting is
three drinks, consumed at a rate of no greater
than one drink hourly.
The legal limit is set at a blood alcohol level

of 0.08 g/dL, although observational studies
have shown impaired driving performance at
levels as low as 0.03 g/dL for infrequent
drinkers.33 The chance of a fatal motor vehicle
accident doubles at a blood alcohol level of
0.05 g/dL and quadruples at 0.08 g/dL.33'31
Depending on body size and tolerance, many
men will attain blood alcohol levels of 0.03,
0.05, and 0.08 g/dL after consuming 1.5, 2.5,
and 4 drinks in an hour, respectively. Women
will attain similar blood alcohol levels with two
thirds of that consumption.

For most conditions, a safe upper limit for
alcohol consumption has yet to be determined
with certainty, and a safe level for one medical
condition or age group is not necessarily safe for
another. Given currently available evidence, the
Royal College recommendations for a safe upper
limit of alcohol consumption appear reasonable
and can serve as a useful guide for patients. 18

Identifying problem drinkers
Research suggests that physicians are poor at
identifying patients with alcohol problems. 35'36

For example, Moore et al3' compared physician
detection rates of alcoholism among hospitalized
patients to rates obtained by screening and clini-
cal interview. Detection rates were below 50% for
most specialties. In a national survey of US
adults,36 the proportion of subjects with alcohol
problems who reported receiving advice about
their problem from a physician actually declined
from 1967 to 1984.

Screening. Most physicians do not use screen-
ing maneuvers to detect alcohol problems in
their practice. A survey of Canadian family
physicians37 found that only 32% were familiar
with the CAGE questionnaire (a popular brief
screening test), and only 4% had used it during
the past month. Physicians continue to rely
mainly on quantity and frequency questions
about alcohol consumption, such as, "How
much do you usually drink in a week?" While
these questions are important, they are not as
sensitive as other screening questions in detect-
ing alcohol problems.
A variety of screening questionnaires have

been developed to aid physicians and other
caregivers in early identification of alcohol
problems. Two such questionnaires, the
CAGE38 and the "problem" question,39 are very
brief (four questions and one question, respec-
tively), allowing physicians to ask patients the
questions directly without having to use paper
or computer surveys.
A study in a London family practice clinic,l'

determined that the CAGE had a sensitivity of
84%, a specificity of 95%, and a positive predic-
tive value of 45% in identifying patients con-
suming more than four standard drinks daily.
The CAGE is simple to remember and to score
(two or more affirmative answers indicates a
possible alcohol problem), and it can be incor-
porated into the clinical interview without
requiring a written questionnaire. A positive
score does not necessarily indicate a current
alcohol problem, as the CAGE questions are ret-
rospective. Physicians must interpret the CAGE
in light of information on the amount and fre-
quency of alcohol consumption.
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Another screening method is simply to ask
patients, "Have you ever had a drinking prob-
lem?" Cyr and Wartman39 found that this ques-

tion alone had a sensitivity of 70% in a family
practice setting (using the 25-item Michigan
Alcoholism Screening Test as the gold standard).
When the question "When was your last drink?"
was added, sensitivity increased to 92% ("within
the past 24 hours" was considered a positive
response). Further research is needed to validate
this question as a screening instrument, but it
holds considerable promise. It is even easier to

remember than the CAGE, and fits into the clini-
cal interview more easily. It could also be a more

appropriate screen for problem drinkers than the
CAGE, because problem drinkers generally do
not require an "eyeopener" (indicating physical
dependence) and sometimes have not had others
notice and comment on their drinking.
The alcohol use disorders identification test

(AUDIT), developed by the World Health
Organization,4' is a 10-item multiple-choice
questionnaire. One strength of the AUDIT is
that it has been translated and validated in sever-

al different languages.

Alcohol consumption history. An alcohol
consumption history should be taken for all new
patients and repeated periodically. Contrary to

popular opinion among physicians, patients gen-

erally provide accurate and reliable accounts of
their alcohol consumption, unless they are intoxi-
cated at the time of the interview.42 The most
common approach to the alcohol history is the
"quantity-frequency" method: asking patients
how much and how often they drink. Cyr and
Wartman39 found that these two questions had a

sensitivity of only 34% and 47%, respectively.
The sensitivity of the alcohol history can be

enhanced by observing the points listed in Table 2.

Laboratory markers. Laboratory markers have
an unacceptably low sensitivity and should not be
relied on as the sole screening instrument for
alcohol problems.i'3 The most sensitive marker
currently available, y-glutamyltransferase, has a

sensitivity of between 35% and 50% for detecting

consumption higher than four to six drinks daily
in general practice.43 y-Glutamyltransferase can

also be elevated by biliary tract disease, non-alco-
holic liver disease, and microsomal enzyme

inducers (such as phenytoin).44
Another standard laboratory marker is an ele-

vated mean cell volume (usually in the absence of
anemia), caused by alcohol's effects on bone mar-

row erythroblasts. An elevated mean cell volume
has a sensitivity of between 30% and 50% for
detecting heavy alcohol consumption.

Clinical presentations. Physicians need to be
alert to clinical presentations associated with
heavy drinking. The most common presentations
in family practice are trauma, gastrointestinal
symptoms, hypertension, depression, social and
family dysfunction, and sexual problems. '~'

Assessment
Once an alcohol problem has been identified,
physicians should conduct a medical assessment
in order to identify complications such as gastri-
tis, alcoholic liver disease, hypertension, and (in
older patients) peripheral neuropathy. A brief
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Table 2. Ways to increase sensitivity of
alcohol consumption histories

Ask all patients.

Elicit a specific weekly consumption from patients
("I just drink socially" mcans little because the patient's
social group could coInsist of heavy drinkers).

Convert the patient's response into standard drinks
containinig equivalent amounts of ethanol (13.6 g):
360 ml, (12 oz) of becr, 150 ml, (5 oz) of wine,
or 45 mL (1' oz) of spirits.

....................I..................................................................I.....................

Ask about patients' maximum consumptioni at one sittinig
in the previous month (when patients are asked only
about their average or typical weekly consumptioni, they
often exclude sporadic heavy drinking days).

If patients give vague rcsponses:

* Ask about their previous week's drinking (this is the
wveck that is most precisely remembered).

* Present patients with a range of consumptioin:
"Would you say your drinking is more on the order of
12 drinks weekly or 30 drinks weekly?"
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psychiatric history should also be conducted, to
determine whether underlying psychiatric disor-
ders (such as depression or panic disorder) are
contributing to alcohol use.

Physicians should also ask about other psy-
choactive drug use, both prescription and illicit.
Lifestyle issues, such as smoking and sexual
practices, and safety concerns, such as domestic
violence, need to be addressed. Physicians
should enquire about triggers to patients' alco-
hol use and the effects of patients' drinking on
relationships, work performance, and financial
and legal status. Early or subtle effects should be
elicited, such as a lack of energy after a heavy
night of drinking.

Motivational interviewing
The manner in which physicians broach patients'
drinking can influence patients' acceptance of the
diagnosis and the need for change. Motivational
interviewing holds promise as a way ofpromoting
behavioural change.47'48

Motivational interviewing is based on two
premises. The first is that offering direct advice or
labeling the patient's drinking as a problem leads
to increased resistance and defensiveness, pre-
venting behavioural change. Labels with strong
negative connotations, such as "alcoholic," are
especially likely to be counterproductive with
problem drinkers.
The second premise is that drinkers are in

varying stages of readiness to change,49 and physi-
cians must begin at the stage drinkers have
reached and gently attempt to move them to the
next stage. Starting the interview from the wrong
stage, or pushing patients too quickly, can lead to
increased resistance. In the first stage, precontem-
plation, patients do not recognize that they have
an alcohol problem. Patients in this stage should
be asked neutral and nonthreatening questions,
such as how alcohol fits into their lives or how
their drinking affects their health. These ques-
tions can lead patients to begin thinking about
the adverse effects of alcohol on their lives.

In the second stage, contemplation, patients
recognize a problem but are ambivalent about
the need for change. For example, they might

feel that their drinking, despite its problems, is a
valuable coping strategy or an important part of
their social life. Physicians should encourage
these patients to elaborate on their concerns
about their drinking, while at the same time
inquiring about its perceived benefits. Such
discussions can lead patients to convince them-
selves that the adverse consequences of drinking
outweigh the benefits.

In the third stage, action, patients have
resolved their ambivalence and are committed to
change. Physicians should discuss treatment
options, while emphasizing that patients have
personal control over treatment decisions.

Such discussions can take place in short seg-
ments over time. Flexibility, patience, and a gen-
tle, sympathetic approach are essential. Reflective
listening skills should be used, in which physicians
rephrase statements made by patients, or attempt
to summarize patients' feelings. An example of a
reflective statement is, "What I hear you saying is
that you get tense when you have to work late,
and this makes you want to drop off at the bar
rather than going home." Such statements
demonstrate that physicians understand and
appreciate patients' perspectives (while not neces-
sarily agreeing with them.)

Treatment protocol
In addition to these general guidelines for moti-
vational interviewing, physicians can assist their
patients by employing a treatment protocol. The
following protocol is similar to interventions
used in the randomized trials described
above.3'-3 The protocol can be delivered in a few
brief office sessions. Special expertise in alcohol
counseling is unnecessary; all that is required is
a knowledge of the recommended safe limits of
consumption and the health effects of alcohol.
Physicians provide some health education and a
few simple behavioural tips to enable patients to
limit consumption.

Step 1. Review safe drinking guidelines.
While the general public is advised to consume
no more than two drinks daily, problem drinkers
prefer a higher limit; a daily maximum of three
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drinks and a weekly maximum of 12 drinks is
recommended as a prudent compromise.

Step 2. Show patients where their con-
sumptionfits within Canadian norms.
Some patients have trouble accepting that they are
drinking at hazardous levels, because they do not
drink more heavily than their peers. Table 3' can
help physicians show patients how their alcohol
consumption compares with Canadian norms.

Step 3. Offer information on the health
effects ofalcohol. The message should be tai-
lored to patients' age and health status. A young
man might find a discussion on the link between
drinking and depression, fatigue, and insomnia
more relevant than a discussion on alcoholic
liver disease.

Step 4. Have patients commit to a drink-
ing goal. The patient's drinking goal (reduced
drinking or abstinence) should be determined
by the patient, with some guidance from the
physician. Patient-determined goals are more
likely to generate a sense of ownership and
commitment than physician-determined goals,
and goal self-selection is preferred by problem
drinkers.50 The goals should be carefully
thought out, realistic, and specific. The patient
should write the goals down and keep a copy
available for review.

Abstinence or very limited drinking is recom-
mended in certain clinical situations, such as cir-
rhosis of the liver or active alcoholic or viral
hepatitis, active peptic ulcer or gastritis, pregnan-
cy, use of psychoactive medications, medical con-
ditions that can be exacerbated by alcohol (such
as diabetes or seizure disorder), and the use of
machinery.20

Ideally, the goal should not exceed the recom-
mended safe drinking guidelines. Patients con-
suming considerably more alcohol than
recommended might find it easier to taper; for
example if they are consuming 50 drinks weekly,
they could decrease to 30, 20, and then 12.
The drinking goal should specify the maxi-

mum number of drinks to be consumed on a

single occasion, the frequency of drinking, and
the situations in which drinking will take place. In
general, patients should not drink at all in high-
risk situations (those in which excess drinking is
most likely to occur). For example, a patient
might choose to drink three drinks a night, 3 days
weekly, and only at home, not at the bar.

Occasionally, physicians disagree with
patients' drinking goals. A patient might choose
a goal well above the recommended safe limit or

have a medical contraindication to alcohol con-

sumption, yet intend to continue drinking.
Physicians should candidly discuss this disagree-
ment with patients and document the discussion
in the chart. In the end, however, it is better to
know what patients actually intend to do than to
intimidate them into declaring goals they have
no intention of pursuing.

If a reduced drinking goal is chosen, physi-
cians might consider recommending an initial
period of abstinence of 2 to 4 weeks. This
serves two purposes: it helps to determine
whether patients really are candidates for a

reduced drinking strategy. If they cannot
abstain for 2 weeks, they could be more severe-

ly dependent than previously assumed. During
the period of abstinence, patients often discover
important information about high-risk situa-
tions for heavy drinking and strategies for
reducing consumption.
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Table 3. Weekly alcohol consumption
ofCanadian adults during 1989

DRINKS EACH WEEK* MEN (%) WOMEN (%)

0 38.0 56.7

1-7 39.5 36.8

8-14 13.0 4.7

15-21 5.0 1.2

22-27 1.7 < 1.0

28 or more 2.9 < 1.0

Datafrom the National Alcohol and Other Drugs Survey.'
* One standard drink equals one 360-mL bottle ofbeer,
150 mL ofwine, or 45 mL ofliquor.
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Step 5. Review strategies to avoid intoxica-
tion. The simple behavioural strategies listed in
Table 4 are designed to reduce patients' rate of
alcohol consumption and avoid frank intoxication.

Step 6. Advise patients about drinking and
driving. Patients who consume one standard
drink hourly to a maximum of three will be under
the legal limit for blood alcohol level, but they
should be advised that any alcohol consumption
can impair their ability to drive. While patients
might not feel intoxicated, they will not perform
as well in complex driving situations requiring

quick reactions.335'

Step 7. Give patients self-help literature.
Well-written patient booklets or reading packages
have been developed by the College of Family
Physicians of Canada,52 the World Health
Organization,53 and the Addiction Research
Foundation.3 The booklets reinforce steps
1 through 5 by providing patients with informa-
tion on safe drinking levels and the health effects
of alcohol, tips on how to cut down, and drinking
diaries. In addition, the booklets employ cogni-
tive-motivational strategies to encourage patient
change. For example, in the "homework assign-
ments" given to patients attending the Guided
Self-Change Clinic at the Addiction Research
Foundation, patients are asked to consider the
benefits and costs of their drinking, to outline rea-

sons they want to change their drinking patterns,

to identify the triggers and the consequences of
their drinking, to describe high-risk drinking

situations, and to develop action plans for dealing
with these high-risk situations.

The action plans patients develop can be sur-

prisingly detailed, practical, and creative. They
can involve simple adjustments (having dinner
earlier to avoid the predinner drink), changes in
friendships or leisure activities, or changes in

ways of coping with emotional triggers to drink-
ing. For example, patients who drink alone at
home because of boredom and anxiety might
develop action plans that commit them to social
activities away from home.

Step 8. Have patients record consumption.
Self-monitoring through a daily recording sheet
or drink diary promotes behavioural change by
making patients more conscious of their drinking
habits, by providing positive feedback for reduced
drinking, and by allowing them to analyze their
drinking patterns and triggers.5'

Step 9. Order laboratory tests. While labora-
tory tests for markers of alcohol consumption at
baseline and follow up are not good screening
instruments, they can be an important tool for
monitoring treatment success and detecting relapse.
They also help to convince patients that they are

drinking at hazardous levels. Patients whose
y-glutamyltransferase level decreases over time
often feel pride at this evidence of their progress.

y-Glutamyltransferase has a half-life of about
2 weeks, and usually returns to normal within 2 to
6 weeks of abstinence,' although its half-life is
prolonged in patients with severe alcoholic liver
disease."" Some caution is needed in interpreting
y-glutamyltransferase in patients who continue to
drink, however, as y-glutamyltransferase shows
marked intra-individual and inter-individual vari-
ation. In a 2-year study of 137 problem drinkers,'
y-glutamyltransferase changes paralleled changes
in self-reported consumption in only 41 % of cases.

7-Glutamyltransferase was somewhat more sensi-
tive in detecting self-reported decreases than
increases in consumption. A cross-sectional study
of 127 problem drinkers58 found little correlation
between alcohol consumption, the severity of alco-
hol dependence, and y-glutamyltransferase.
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Table 4. Strategies to avoid intoxication

On a drinking day, drink no more than one standard
drink per hour, and no more than three drinks maximum.

Start drinking later in the evening.

Sip drinks, don't gulp.

Avoid drinking on an empty stomach.

Dilute drinks with mixer. Carbonated mixers speed the
absorption of alcohol and should be avoided if possible.

Altcrnate alcoholic with non-alcoholic drinks.
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Step 10. Follow up regularly. Regularly
scheduled office visits or phone calls help
patients stay on track. Physicians should contact
patients if appointments are missed. Patients
appreciate these contacts as an indication
of physicians' concern. Research indicates that
follow-up contact results in better treatment
retention rates.59

Step 11. Refer patients for further treat-
ment when appropriate. If, after a fair trial,
there has been no substantial reduction in drink-
ing, referral for more intensive treatment should
be considered. Also, referral to other services
might be indicated, such as marital counseling,
relaxation therapy, or psychotherapy.

Conclusion
Problem drinking is far more common than
severe alcohol dependence, and is associated
with considerable morbidity and health care
costs. Family physicians are in an ideal position
to identify and treat problem drinkers, and brief
interventions by family physicians have been
shown to be effective. Given the lack of formal
treatment services for problem drinkers and the
reluctance of such patients to seek formal treat-
ment, family physicians are increasingly being
viewed as having great responsibility to provide
brief interventions.

Problem drinkers can be identified through
simple screening questions, such as the CAGE
and the drinking problem question; taking a prop-
er alcohol history; and being alert to common
presentations of problem drinking, such as trau-
ma, hypertension, gastrointestinal complaints, and
psychosocial problems. Once a problem drinker
has been identified, there is ample evidence of the
positive impact physicians can have by employing
motivational interviewing techniques and a
structured treatment protocol similar to that
outlined above.
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